Child’s Name: DOB 20

LOSummary of Services
[IPhysician’s Orders

Early Intervention Persc Service coordinator ensures  h (time service provided) | Funding *NE
Services all of the child’s services are  ICY (# of days or sessions) | Source
& Ageng . e 7 d (how service provided) L
: identified and required : prov If Medicaid, | Y orN
Intensity Respo . . tion (place of service) MID #
(individual/group) components are filled in.

| |

Service coordinator ensures all

of the child’s outside services

are identified and required

components are filled in.

*NE: If No, please complete the Natural Environment Justification page.

Other services the-child or family needs or is receiving through other sources that are not required or funded
by the Infant Toddler Program (Part C of IDEA)

Service Coordinator ensures the anticipated outcomes for
the service and/or evaluation are specified.

General Example:

Diagnosis Description: SLP is needed to address Joey’s speech delay; or SLP is
needed to address Joey’s 20% speech delay in expressive

\CD-9 Code: language; or OT evaluation is needed to address Joey’s

—— fine motor concerns.

Consent by Parents/Gl |CO Risk Factors Example:

At this time Joey’s assessment shows typical
development, however based on parent and clinical
observations Joey is at high risk of a sensory delay and
{ would benefit from early OT to prevent future delays.

| participated in the development of this plan. | unde

e With receipt of my Procedural Safeguards, this p
the provision of listed services.

e If there is an increase in the frequency or intensi
Program’s System of Payment policy.

e The provision of listed services includes the completion of ongoing assessmen . .
The parent/guardian signs

| give informed consent for this Individualized Family Service Plan (IFSP) to be-cari and dates the plan.

Parent/Guardian Signature: Date:

Service coordinator ensures the SOS page Date:
is sent to the physician’s office (can be

prior to the parent signing). The physician , , S—
signs and dates the order, types/prints :ure and Financial Authorization

their name, and identifies their clinic. and certify that they are medically necessary.

*Physician Signature: Date:
Physician’s Name (Typed or Printed): Clinic:
| have reviewed and autht geryice coordinator d early intervention services a Service coordinator ensures

_aw 108-446, Part C. the addendum date and
reason if not the initial or
C annual is completed.

Disabilities Education Act| oo res the IFSP start

Lead Agency Authorizing date and 6 month review
date is completed.

Date of IFSP: [] Addendum /Date:
*6 Month review Reason for Addendum

] Initial  [] Annual

*The 6 month review date is not the expiration date of the physician’s order. The physician’s order expires 6 months from the date of the
physician’s signature.
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